Background: Pattern of substance use, profile of substance users, and treatment-seeking differ across cultures and continents. These differences could potentially affect the pattern and perhaps prevalence of dual diagnosis. However, the study of dual diagnosis from de-addiction clinics in India is limited in number and methodology. In this study, we report the prevalence and patterns of psychiatric disorders in subjects attending a de-addiction clinic in a teaching hospital in Srinagar, Kashmir. Methodology: In this cross-sectional study, 300 subjects (>18 years of age) seeking treatment for substance use disorders were screened with Mini International Neuropsychiatric Interview Plus for the presence of psychiatric comorbidity. Subjects were assessed after 4 weeks of complete abstinence from psychoactive substances. Results: Cannabis (26%) was the most common single-use substance. It was followed by polysubstance use (22.3%) and opioids (21.3%). Among the 300 subjects assessed for the purpose of the study, 174 (58%) were found to have dual diagnosis. Psychotic disorders (34%) were the most common psychiatric comorbidity, and it was followed by major depressive disorder (16%) and bipolar affective disorder (16%). Posttraumatic stress disorder (PTSD) was present in 20 (11.5%) subjects. When the groups with or without dual diagnosis were compared, cannabis and benzodiazepine dependence was found to be significantly common in the dual diagnosis group. Conclusions: A high prevalence of dual diagnoses, especially psychotic disorders and also PTSD, in our predominantly cannabis-using subjects attending hospital located in a distinct sociocultural setting in India, highlights the importance of taking into consideration the sociocultural context in which substance use as well as dual diagnoses should be understood.
Introduction
In general, dual diagnosis is the co-occurrence of substance use disorder(s) and other psychiatric disorder(s) when at least one disorder of each type can be established independent of the other and is not simply a cluster of symptoms resulting from a single disorder. [1] Dual diagnosis of substance use and psychiatric illness is associated with more frequent relapses and hospitalization, higher risk of suicidality and violence, higher rates of comorbid medical illnesses, and higher risk of nonadherence to treatment. [2] In India, research exploring the prevalence and pattern of dual diagnosis has been primarily clinic-based studies conducted either in addiction or in psychiatry treatment settings. Among the earliest Psychiatry clinic-based
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Original Article studies, the prevalence of substance use was 16.4% and alcohol was most commonly abused. [3] Research from de-addiction centers showed an occurrence of psychiatric disorder in the range of 60-75% among patients with substance use disorders. [4, 5] European studies demonstrated a wide range of variation across various countries ranging from 19% to 35%. [6] In a retrospective chart-based study from India where the data were collected over 11 years from a de-addiction center, the occurrence of psychiatric comorbidity was 13.2%. [7] The authors explained in unusually low rate by treatment-seeking pattern and methodological issues. Across the studies, mood disorders are the most common diagnostic category and this is followed by anxiety or psychotic disorders.
Pattern of substance use and profile of substance users differ across culture and continent. [8] Treatment-seeking pattern either for substance use or for psychiatric illness also varies. [8] These differences could potentially affect the pattern and perhaps prevalence of dual diagnosis. However, the study of dual diagnosis from de-addiction clinics in India is sparse at its best. Existing literature consists of studies which had used Diagnostic and Statistical Manual (DSM-III) diagnostic criteria and did not make adequate attempt to establish independent psychiatric disorder. They were underpowered or had retrospective design. [4, 5, 7] Recognizing these caveats, we conducted this study to capture the prevalence and pattern of psychiatric disorders in treatment-seeking, substance-dependent subjects who were abstinent from substances for at least a month and attending a teaching hospital in Srinagar, Kashmir. We have also compared the substance use and the sociodemographic profile of subjects with or without dual diagnosis.
Methodology
The study was conducted in a Teaching Hospital of North India. This hospital caters to Kashmir Valley in addition to the Ladakh Division and some part of Jammu Division. It was a cross-sectional study of all consecutive subjects registered in the substance use treatment clinic of the hospital during the study period (January 2003-December 2003). All consecutive subjects seeking treatment for their substance use disorders were approached for the purpose of the study. Subjects with only tobacco dependence were excluded from the study. Subjects who had either organic brain disease or medical illness known to cause psychiatric disorders (such as thyroid disorders, epilepsy, and Cushing's disease) were excluded from the study. Those who fulfilled the inclusion criteria were approached for informed consent and consented subjects were recruited for the study. Three-hundred subjects (>18 years of age) seeking treatment for their substance use disorder were evaluated 4 weeks after complete abstinence from psychoactive substances to eliminate transient substance-induced disorders, which are not true dual diagnoses. Abstinence was based on subjective reporting and corroboration from the family members. Subjects were screened with Mini International Neuropsychiatric Interview-Plus (MINI-plus) 6.0 for the presence of psychiatric comorbidity. [9] English version of MINI was used and was applied by a trainee psychiatrist and supervised by a consultant psychiatrist. In case of discrepancy of information provided by the subject and the family members regarding the use of substance, urine thin layer chromatography was done. Subjects with or without dual diagnosis were compared by Chi-square test (or Fischer's exact test) with respect to the age, gender, marital status, duration, occupation, residential, family status, and type of substance abused.
Results
Three-hundred subjects were assessed in the study, of which 290 (96.7%) were male and 10 (3.3%) were female. In our sample, cannabis (26%) was the most common single-use substance. It was followed by polysubstance (22.3%), opioid (21.3%), and benzodiazepine (7%) use. Polysubstance use was defined by three or more substance use (except tobacco) in a dependent pattern, where the dependence criteria were made as a group but not for specific substance. Polysubstance dependence commonly included cannabis and opioids along with other substances. Alcohol dependence was present in only 8 (3%) subjects. Only three subjects were dependent on inhalants. Age of onset of regular drug use in our study subjects ranged from 14 to 53 years with highest number of subjects (n = 173; 57.6%) between 14 and 21 years. This was followed by 22-29 years (28.3%), 30-37 years (9.3%), 38-43 years (3.3%), and >43 years (1.3%). Most of the subjects were using substance for 6 months to 2 years (25%) followed by 2-4 years (23.3%), 4-6 years (20%), 6-8 years (16%), and >8 years (12%). Only 3.6% of subjects had started using substance in last 6 months. The mean duration of substance use in our study was around 5 years (5.1, standard deviation: 3.7).
Among the 300 subjects assessed for the purpose of the study, 174 (58%) were found to have dual diagnosis. Psychotic disorders (n = 59; 34%) were the most common psychiatric comorbidity and it was followed by major depressive disorder (n = 28; 16%) and bipolar affective disorder (n = 28; 16%). A small proportion (n = 4; 2.3%) of subjects were suffering from dysthymia. Anxiety disorders were the next diagnostic group, which consisted of generalized anxiety disorder (n = 12; 6.8%), panic disorder (n = 5; 3%), and obsessive compulsive disorder (n = 6; 3.5%). Posttraumatic stress disorder (PTSD) was present in 20 (11.5%) subjects. Among the Axis II diagnosis, anti-social personality disorder was present in 12 (7%) subjects [ Table 1 ].
When the groups with or without dual diagnosis were compared, cannabis (P < 0.0001) and benzodiazepine dependence (P = 0.005) was found to be significantly common in the dual diagnosis group [ Table 2 ].
With respect to sociodemographic profile, the dual diagnosis group was significantly different from the (7) single diagnosis (substance use disorder only) group in educational ( 2 = 26.5; P < 0.0001) and residential status ( 2 = 4.3; P = 0.03). However, both the groups were similar in terms of age, gender, occupation, and marital status.
Discussion
Our study was an attempt to estimate the clinic-based prevalence of dual diagnosis from India. To reduce the possibility of including substance-induced psychiatric disorders, only subjects with at least a month of drug-free period were recruited for the study. The diagnosis of psychiatric disorders was determined by MINI-plus, which is compatible with both ICD 10 and DSM IV-TR.
The prevalence of dual diagnosis in our clinic was found to be 58%. This figure is in line with the finding of another study from India, which demonstrated dual diagnosis prevalence of 60.5%. [5] However, that study was conducted in 43 inpatients using DSM-III criteria for the diagnosis of psychiatric disorders and did not attempt to exclude the substance-induced psychiatric disorder. Another Indian study from a different de-addiction clinic had shown 13.2% prevalence of dual diagnosis. [7] Nonetheless, the methodology followed in this study was significantly different than the present study. This could explain the discrepancy between the two. The prevalence figure of dual diagnosis in our study was similar to the literature from the US and was more than that of the European countries. [6] The most common psychiatric disorder in the present study was psychotic illness, and most of them were diagnosed to be schizophrenia. However, mood disorder as a group which includes major depressive disorder, bipolar affective disorder, and dysthymia outnumbered psychotic disorders marginally. This result is in contrast to the available literature from India and other parts of the world where mood disorders were by far the most common diagnostic category. [5] [6] [7] The high occurrence of psychotic disorders in the index study perhaps could be explained by the fact that cannabis was most commonly used substance in our study and available evidence has shown that it is more significantly associated with psychosis as compared to other substance use. [7, 10] Another notable finding in our study was the occurrence of PTSD (11.5%) in a substantial minority of subjects. None of the Indian studies mentioned above had reported the prevalence of PTSD. Our finding may be due to the strife-torn nature of the local population because of political reasons, causing trauma, bereavement, and discontent in many.
Our study has a distinctive substance use profile as alcohol use, which is usually the commonest substance of abuse in the treatment-seeking population, was present in only a minority of subjects. This could be because of the religious proscription against use of alcohol in the Muslim predominant patient population studied. On the other hand, cannabis use was by far the most common in our population, which reflects local sociocultural pattern of use based on norms, availability, and accessibility. These factors are important as they might have influenced the results of our study.
Limitations of our study include a hospital-based sample (which might have inflated the prevalence of dual diagnoses), lack of drug testing in each subject and for all substances, and lack of a more detailed structured interview. Sample size has not been calculated formally. MINI-Plus can only screen for anti-social personality disorder amongst all Axis-II disorders. Hence, other personality disorders could not be explored. Nonetheless, the strengths of this study are prospective testing by a valid and structured instrument, and detection of psychiatric disorders 1 month after abstinence to eliminate the possibility of counting substance-induced transient psychiatric symptoms or syndromes.
Conclusion
A high prevalence of dual diagnoses, especially psychotic disorders and also PTSD, in our predominantly cannabis-using subjects attending hospital located in a distinct sociocultural setting in India, highlights the importance of taking into consideration the sociocultural context in which substance use as well as dual diagnoses should be understood. This finding has important potential implications for clinical as well as social psychiatry.
Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest. 
